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APPLICATION FOR CERTIFICATE OF AUTHORITY 
 

PREPAID LIMITED HEALTH SERVICE ORGANIZATION 
(FOR MEDICARE PART D - PRESCRIPTION DRUG PLAN) 

 
DOMICILED IN MINNESOTA 

 
PURSUANT TO MINN. STAT. §62A.451-62A.4528 

 
 
Entity Name ___________________________________________________________ 
 
Address ______________________________________________________________ 
 
    ______________________________________________________________ 
 
General Phone _____________________________ 
 
Fax __________________________________ 
 
Email ________________________________ 
 
Contact Person_________________________ Contact Phone_________________ 
 
 
Applicants must provide the following items: 
 

1. A certified copy of the Applicant’s basic organizational document, such as articles of 
incorporation, articles of association, partnership agreement, trust agreement, or other 
applicable documents. 

 
2. A domestic entity must comply with the requirements of Minn. Stat. Chapter 60D and file 

a Form B pursuant to Minnesota Rules 2720.9920. 
 
3. An organizational chart including percentages of ownership, if not included in Form B 

filing. 
 

4. A certified copy of all bylaws, rules and regulations, or similar documents regulating the 
conduct of the Applicant’s internal affairs. 

 
5. A list of the names, addresses, and official positions of individuals who are responsible 

for conducting the applicant’s affairs, including: 
 

a. all members of the board of directors, board of trustees, executive committee, or 
other governing board or committee;  

b. principal officers;  
c. any person or entity owning ten percent or more of the voting securities of the 

Applicant, and the partners or members in the case of a partnership or 
association. 

 
6. Biographical affidavits of all persons listed in Item 5.  You must use the NAIC 

biographical affidavit form located at the end of the application.     
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7. A copy of the form of any contract made, or to be made between the Applicant and any 

person listed in Item 5. 
 

8. A copy of the Applicant’s most recent financial statement audited by an independent 
certified public accountant, and a copy of the parent company’s most recent financial 
statement audited by an independent certified public accountant.  (If the Applicant’s 
financial statement is not audited, the financial statement of the parent must be audited.)  
The audited financials must include Statements of: 

 
a. Assets  
b. Liabilities, Capital and Surplus 
c. Revenue and Expenses 
d. Capital and Surplus Account 
e. Cash Flow 
 

9. A statement reconciling the Applicant’s Net Equity to Tangible Net Equity.  Include an 
itemized list of the reductions. 

 
10. The tangible net equity requirement is $100,000 minimum, or 2% of the annual gross 

premium income, whichever is greater, up to a maximum of $1.5 million.  Additional 
tangible net equity is required if the Applicant has uncovered expenses over $100,000.  
The additional required tangible net equity shall be 25% of the uncovered expenses in 
excess of $100,000. 

 
Minimum tangible net equity   $           100,000  (a) 

 
Annual gross premium income  $____________ 
2% of annual gross premium income  $____________  (b) 
 
Greater of (a) or (b)       $_____________ (c) 
 
Uncovered expenses over $100,000* $______________ 
25% of uncovered expenses over $100,000    $______________(d) 
 
Total tangible net equity required (c) + (d)    $______________ 
 
*For the purposes of this section, “uncovered expense” means the cost of health care 
services that are the obligation of a prepaid limited health organization (1) for which an 
enrollee may be liable in the event of the insolvency of the organization and (2) for which 
alternative arrangements acceptable to the commissioner have not been made to cover 
the costs. Costs incurred by a provider who has agreed in writing not to bill enrollees, 
except for permissible supplemental charges, must be considered a covered expense. 
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11. Determination of Deposit: 

 
Total Tangible Net Equity Required $______________ 
 
25% of Total Tangible Net Equity Required   $______________(a) 
Minimum Statutory Deposit                _      50,000 (b) 
Total Statutory Deposit  (a) + (b)    $______________  
(maximum deposit required is $200,000) 

 
The Applicant will need to establish a custodian account controlled by the Minnesota 
Department of Commerce.  Please contact Susan Porter at (651) 296-6907 or 
sue.porter@state.mn.us for deposit requirements prior to applying. 
 

12. A copy of the Applicant’s Plan of Operation, which includes: 
 

a. a statement generally describing the Applicant, its facilities, personnel, the limited 
health services to be offered, and a detailed marketing plan 

b. three-year projections with assumptions in support of the financial projections – 
include the following statements for each projected year: 

 
i. Assets 
ii. Liabilities, Capital and Surplus 
iii. Revenue and Expenses 
iv. Capital and Surplus Account 
v. Cash Flow 

 
c. a statement of the sources of working capital 
d. a statement of any other sources of funding and provisions for contingencies 

 
13. A copy of the form of any contract made or to be made between the Applicant and any 

person, corporation, partnership, or other entity for the performance on the Applicant’s 
behalf of any functions including, but not limited to: 

 
a. marketing 
b. administration 
c. enrollment 
d. investment management 
e. subcontracting for the provision of limited health services to enrollees 

 
14. A summary of the current or proposed reinsurance program. Include a list of the primary 

reinsurance agreements noting the carrier, type of contract, Applicant’s retention, 
reinsurer’s limits and cost. 

 
15. Complete the Acknowledgement for Service of Process form acknowledging that all 

lawful process in any legal action or proceeding against the Applicant on a cause of 
action arising in this state is valid if served in accordance with Minn. Stat. §45.028.  
(Forms located at end of the application.) 



6/1/05 4 

 
16. Provide evidence of fidelity bond coverage, issued by an insurance company licensed in 

Minnesota. 
 

17. A copy of the form of any contract made or to be made between the Applicant and any 
providers regarding the provision of limited health services to enrollees.   

 
18. A copy of the form of any group contract that is to be issued to employers, unions, 

trustees, or other organizations and a copy of any form of evidence of coverage to be 
issued to subscribers. 

 
 
I hereby verify that all information contained in this Application and accompanying documents 
are correct and the above named Applicant will comply with all applicable requirements in Minn. 
Stat. §62A.451-62A.4528.   
 
 
_____________________________   _____________________________ 
 (Signature)      (Signature) 
 
_____________________________   _____________________________ 
 (President – Print Name)    (Secretary - Print Name) 
 
 
 
 
 
Mail Application to: Susan Porter, Application Coordinator 
   Financial Examinations – Insurance 
   Minnesota Department of Commerce 
   85 7th Place East, Suite 500 
   St. Paul, MN  55101 
   (651) 296-6907 
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BIOGRAPHICAL AFFIDAVIT 

 
To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.  

 
(Print or Type) 

 
Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being 
required (Do Not Use Group Names).   
 
  
 
  
 
  
 
In connection with the above-named entity, I herewith make representations and supply information about myself as 
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF 
ANSWER IS “NO” OR “NONE,” SO STATE. 
 
 1. a. Affiant’s Full Name (Initials Not Acceptable).   
 
 b. Maiden Name (if applicable).  
 
 2. a. Have you ever had your name changed? ______  If yes, give the reason for the change and provide the full 

name(s). 
    
 
    
 
    
 

b. Other names used at any time (including aliases).   
 
    
 
    
 
 3. a. Are you a citizen of the United States?  
 
 b. Are you a citizen of any other country, if so, what country?   
 
 4. Affiant’s Occupation or Profession.   
 
 5. Affiant’s business address.   
 
 Business telephone.   
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 6. Education and Training: 
 
College/ University City/ State Dates Attended (MM/YY) Degree Obtained 
 
___________________________________________________________________________________________________  
 
Graduate Studies: College/ University City/ State  Dates Attended (MM/YY) Degree Obtained 
 
  
 
   
Other Training: Name City/ State Dates Attended (MM/YY)  Degree/Certification Obtained 
 
  
(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If 

applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit 
Supplemental Information.) 

 
 7. List of memberships in professional societies and associations.  

 
Name of 

Society/Association 
 

Contact Name 
Address of 

Society/Association 
Telephone Number 

of Society/Association 
 
 

   

 
 

   

 
 

   

 
 8. Present or proposed position with the applicant entity. ________________________________________________  
 
 ____________________________________________________________________________________________  
 
 9. List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and 

including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or 
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only 
necessary to provide telephone numbers and supervisory information for the past ten (10) years. 

 
Beginning/Ending 
Dates (MM/YY) ________ - ________  Employers’Name __________________________________________________  
 
Address ____________________________ City ________________________ State/Province ______________________  
 
Country ______________ Postal Code __________  Phone ___________  Offices/Positions Held ___________________  
 
Supervisor / Contact ____ _____________________________________________________________________________  
 
Beginning/Ending 
Dates (MM/YY) ________ - ________  Employers’ Name _________________________________________________  
 
Address ____________________________  City ________________________ State/Province ______________________  
 
Country ______________ Postal Code __________  Phone ___________ Offices/Positions Held ____________________  
 
Supervisor / Contact ____ _____________________________________________________________________________  
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Beginning/Ending 
Dates (MM/YY) ________ - ________  Employers’Name __________________________________________________  
 
Address ____________________________ City ________________________State/Province ______________________  
 
Country ______________ Postal Code __________ Phone ___________ Offices/Positions Held ____________________  
 
Supervisor / Contact ____ _____________________________________________________________________________  
 
Beginning/Ending 
Dates (MM/YY) ________ - ________  Employers’Name __________________________________________________  
 
Address ____________________________ City ________________________State/Province ______________________  
 
Country ______________ Postal Code __________ Phone ___________ Offices/Positions Held ____________________  
 
Supervisor / Contact ____ _____________________________________________________________________________  
 
___________________________________________________________________________________________________  
 
 10. a. Have you ever been in a position which required a fidelity bond? ________ If any claims were made on the 

bond, give details. _________________________________________________________________________  
 ________________________________________________________________________________________  
 
 b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked? 

If yes, give details.   
    
 
 11. List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public 

or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held 
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of 
the licensing authority or regulatory body having jurisdiction over the license (s) issued. Attach additional pages if 
the space provided is insufficient.  

____________________________________________________________________________________________________ 
 
Organization/Issuer of License ________________________  Address _________________________________________  
 
City _________________ State/Province _______________  Country ________________  Postal Code _____________  
 
License Type _________________  License # ___________________  Date Issued (MM/YY) _______________________  
 
Date Expired (MM/YY) _______________  Reason for Termination ___________________________________________  
 
Non-insurance Regulatory Phone Number (if known _________________________________________________________  
 
Organization /Issuer of License ________________________  Address _________________________________________  
 
City _________________ State/Province _______________  Country  ________________ Postal Code ______________  
 
License Type _________________ License # ___________________  Date Issued (MM/YY) _______________________  
 
Date Expired (MM/YY) _______________  Reason for Termination ___________________________________________  
 
Non-insurance Regulatory Phone Number (if known) ________________________________________________________  
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 12. In responding to the following, if the record has been sealed or expunged, and the affiant has personally verified that 
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever: 

 
 a. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any 

public administrative, or governmental licensing agency? 
 ________________________________________________________________________________________  
 
 b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any 

judicial, administrative, regulatory, or disciplinary action? 
________________________________________________________________________________________  

 
 c. Been placed on probation or had a fine levied against you or your occupational, professional, or vocational 

license or permit in any judicial, administrative, regulatory, or disciplinary action? ______________________  
 ________________________________________________________________________________________  
 
 d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? _______________  
 
 e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses? 

________________________________________________________________________________________  
 
 f. Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence 

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic 
offenses? _______________________________________________________________________________________________________  

 
 g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial, 

administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country 
regulating the business of insurance, securities or banking, or from carrying out any particular practice or 
practices in the course of the business of insurance, securities or banking? _____________________________  
________________________________________________________________________________________  

 
h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a 

financial dispute? __________________________________________________________________________  
 
 i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any 

provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated 
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? ___________  

 
j. Had a lien or foreclosure action filed against you or any entity while you were associated with that entity? 
 ________________________________________________________________________________________  

 
If the response to any question above is answered “Yes”, please provide details including dates, locations, 
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate. 

  
____________________________________________________________________________________________  

  
____________________________________________________________________________________________  

 
 13. List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The 

term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the 
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a 
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods 
or non-management services, or otherwise, unless the power is the result of an official position with or corporate 
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls, 
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any 
other person.    
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 If any of the stock is pledged or hypothecated in any way, give details.   
____________________________________________________________________________________________  

  

 14. Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially 
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance 
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that 
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control 
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the 
cumulative stock holdings represent 10% or more of the outstanding voting securities. 
____________________________________________________________________________________________  
 

____________________________________________________________________________________________  
  

 If any of the shares of stock are pledged or hypothecated in any way, give details. 
 

   
 

   
 

 15. Have you ever been adjudged a bankrupt? ________  If yes, provide details _______________________________  
____________________________________________________________________________________________  

 

 16. To your knowledge has any company or entity for which you were an officer or director, trustee, investment 
committee member, key management employee or controlling stockholder, had any of the following events occur 
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c) 
affiant should also include any events within twelve (12) months after his or her departure from the entity. 

 

 a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? _________________________________________________________________________  

 

 b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to 
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership, 
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?  

 ________________________________________________________________________________________  
 

 c. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority 
in any civil, criminal, administrative, regulatory, or disciplinary action? _______________________________  

 

Note: If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive 
and an explanation provided. 

 

Dated and signed this __________  day of _____  20 at ______________________  I hereby certify under 
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the 
best of my knowledge and belief. 

 

______________________________________________ ___________________________________  
 (Signature of Affiant) Date 
 

State of _____________________  County of __________________  
 

The foregoing instrument was acknowledged before me this ________day of ________, 20________ By 

__________________________, and: 

⁭ who is personally known to me, or 

⁭ who produced the following identification: _________________________________ 
 

 ___________________________________  
 [SEAL] Notary Public 
 ___________________________________  
 Printed Notary Name 
 ___________________________________  
 My Commission Expires 
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BIOGRAPHICAL AFFIDAVIT 
Supplemental Information 

 
(Print or Type) 

 
 
To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.  
 
Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being 
required (Do Not Use Group Names).  
 
___________________________________________________________________________________________________  
 
___________________________________________________________________________________________________  
 
___________________________________________________________________________________________________  
 
 1. a. Affiant’s Full Name (Initials Not Acceptable). ___________________________________________________  

 
 b. Maiden Name (if applicable) _________________________________________________________________  
 
 2. Affiant’s Social Security Number ________________________________________________________________  
 
 3. Government Identification Number if not a U.S. Citizen _______________________________________________  
 
 4. Foreign Student ID# (if applicable) _______________________________________________________________  

 
 5. Date of Birth: (MM/DD/YY) _______________Place of Birth: City ____________________________________  

State/Province ___________________________Country _____________________________________________  
 

 6. Name of Affiant’s Spouse (if applicable) ___________________________________________________________  
 
 7. List your residences for the last ten (10) years starting with your current address, giving: 
 
Beginning/Ending  
 Dates State/ 
(MM/YY) Address City Province Country Postal Code 
 
___________________________________________________________________________________________________  
 
___________________________________________________________________________________________________  
 
___________________________________________________________________________________________________  
 
___________________________________________________________________________________________________  
 
___________________________________________________________________________________________________  
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Dated and signed this __________  day of ___________, 20  at _____________________________  I hereby certify 
under penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best 
of my knowledge and belief. 
 
_________________________________________________  ___________________________________  
 (Signature of Affiant) Date 
 
State of _____________________  County of __________________  
 

The foregoing instrument was acknowledged before me this ________ day of ________ , 20________ By  

__________________________, and: 

⁭ who is personally known to me, or 

⁭ who produced the following identification: _________________________________ 

 

 ___________________________________  
 [SEAL] Notary Public 
 ___________________________________  
 Printed Notary Name 
 ___________________________________  
 My Commission Expires 
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DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS(All states except California, 

Minnesota and Oklahoma) 
 
This Disclosure and Authorization is provided to you in connection with pending or future application(s) of ________[insert 
company name](“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or 
more states within the United States. Company desires to procure a consumer or investigative consumer report (or 
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where 
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the 
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with 
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any 
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your 
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background 
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the 
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.  
 
You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA”) that produces 
them. You may also request more information about the nature and scope of such reports by submitting a written request to 
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact 
________[insert company’s designated person, position, or department, address and phone]. 
 
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”  
 
AUTHORIZATION:  I am currently an Affiant of Company as defined above. I have read and understand the above 
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any 
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing 
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning 
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing 
Background Reports, except records that have been erased or expunged in accordance with law.  
 
I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that 
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background 
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of 
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following 
the date of my signature below. 
 
A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original. 
___________________________________________________________________________________________________  
 (Printed Full Name and Residence Address) 
 
__________________________________________  ___________________________  
 (Signature) (Date) 
 
State of________  County of ________ 
 

The foregoing instrument was acknowledged before me this________day of________ 20________ By 

__________________________, and 
 

⁭ who is personally known to me, or 

⁭ who produced the following identification: _________________________________ 

 ___________________________________  
 [SEAL] Notary Public 
 ___________________________________  
 Printed Notary Name 
 ___________________________________  
 My Commission Expires 
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This Disclosure and Authorization is provided to you in connection with pending or future application(s) of ________[insert 
company name](“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or 
more states within the United States. Company desires to procure a consumer or investigative consumer report (or 
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where 
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the 
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with 
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any 
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your 
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background 
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the 
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.  
 
You may request more information about the nature and scope of Background Reports produced by any consumer reporting 
agency (“CRA”) by submitting a written request to Company. You should submit any such written request for more 
information, to ________[insert company’s designated person, position, or department, address and phone]. 
 
Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” You will be provided 
with a copy of any Background Report procured by Company if you check the box below.  
 

⁭ By checking this box, I request a copy of any Background Report from any CRA retained by Company, at no 
extra charge. 

 
AUTHORIZATION:  I am currently an Affiant of Company as defined above. I have read and understand the above 
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any 
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing 
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning 
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing 
Background Reports, except records that have been erased or expunged in accordance with law.  
 
I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that 
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background 
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of 
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following 
the date of my signature below. 
 
A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original. 
___________________________________________________________________________________________________  
 (Printed Full Name and Residence Address) 
 
__________________________________________  ___________________________  
 (Signature) (Date) 
 
State of_________ County of _________ 
 

The foregoing instrument was acknowledged before me this _______ day of________, 20________ By 

__________________________, and 
 

⁭ who is personally known to me, or 

⁭ who produced the following identification: _________________________________ 

 ___________________________________  
 [SEAL] Notary Public 
 ___________________________________  
 Printed Notary Name 
 ___________________________________  
 My Commission Expires 
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DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (California) 
 

This Disclosure and Authorization is provided to you in connection with a pending application of ________[insert company 
name](“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or more 
states within the United States. Company desires to procure a consumer or investigative consumer report (or 
both)(“Background Reports”) regarding your background for review by any department of insurance in such states where 
Company is currently pursuing an Application, because you are either functioning as, or are seeking to function as, an officer, 
member of the board of directors or other management representative (“Affiant”) of Company or of any business entities 
affiliated with Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance 
reviewing any Application. Background Reports will be obtained through ________[insert name of CRA, 
address](“CRA”). Background Reports requested pursuant to your authorization below may contain information bearing on 
your character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such 
Background Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by 
law, the Background Reports procured under this Disclosure and Authorization will be maintained as confidential.  
 

You may request more information about the nature and scope of Background Reports produced by any consumer reporting 
agency (“CRA”) by submitting a written request to Company. You should submit any such written request for more 
information, to ________[insert company’s designated person, position, or department, address and phone]. 
 

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.” You will be provided 
with a copy of any Background Report procured by Company if you check the box below. 
 

⁭ By checking this box, I request a copy of any Background Report from any CRA retained by Company, at no 
extra charge. 

 

Under section 1786.22 of the California Civil Code, you may view the file maintained on you by the CRA listed above. You 
may also obtain a copy of this file, upon submitting proper identification and paying the costs of duplication services, by 
appearing at the CRA in person or by mail; you may also receive a summary of the file by telephone. The CRA is required to 
have personnel available to explain your file to you and the CRA must explain to you any coded information appearing in 
your file. If you appear in person, you may be accompanied by one other person of your choosing, provided that person 
furnishes proper identification. 
 

AUTHORIZATION:  I am currently an Affiant of Company as defined above. I have read and understand the above 
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any 
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing 
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning 
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing 
Background Reports, except records that have been erased or expunged in accordance with law.  
 

I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that 
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background 
Reports under this Disclosure and Authorization. In no event, however, will this authorization remain in effect beyond twelve 
(12) months following the date of my signature below. 
 

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original. 
___________________________________________________________________________________________________  
 (Printed Full Name and Residence Address) 
 

__________________________________________  ___________________________  
 (Signature) (Date) 
 

State of________ County of ________ 
 

The foregoing instrument was acknowledged before me this ________ day of________, 20________ By 
__________________________, and 
 

⁭ who is personally known to me, or 
⁭ who produced the following identification: _________________________________ 
 ___________________________________  
 [SEAL] Notary Public 
 ___________________________________  
 Printed Notary Name 
 ___________________________________  
 My Commission Expires 
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MINNESOTA DEPARTMENT OF COMMERCE 
ACKNOWLEDGMENT FOR SERVICE OF PROCESS 

PREPAID LIMITED HEALTH SERVICE ORGANIZATION 
PROVIDING PRESCRIPTION DRUG PLANS 

 
 
KNOW ALL PERSONS  BY THESE PRESENTS That                                                                                   
 
                                                                                     (hereinafter  known  as  “PDP”),  of  the  City  of 
 
                                                in the State of                                                 ,  in conformity with the laws 
thereof, acknowledge that all lawful process in any legal action or proceeding against the PDP in the State of 
Minnesota may be made and shall be considered valid if served in accordance with the provisions of 
Minnesota Statutes, Section 45.028. 
 
This Acknowledgment shall be binding upon any person or corporation which as successor acquires the 
PDP’s assets or assumes its liabilities, by merger or consolidation or otherwise.  This Acknowledgment may 
be withdrawn only upon a written notice of termination and, in any event, shall not be terminated by the PDP 
or its successor so long as any contracts or liabilities or duties arising out of contracts entered into by the 
PDP while it was doing business in this State are in effect. 
 
And the said PDP does hereby further agree and stipulate that it will and hereby does accept a certificate of 
authority from the State of Minnesota in compliance with and according to the provisions of the laws of said 
State of Minnesota, regulating and concerning prepaid limited health service organizations providing 
prescription drug plans. 
 
   IN WITNESS WHEREOF, the said PDP, in  accordance  with  a  resolution  of 

    its Board of Directors duly passed on _________________________ (date)  

    (a certified copy of  which is hereto attached),  has to these presents affixed 

SEAL    its corporate seal and caused the same to be subscribed and attested by its 

    President and Secretary, at the city of                                                            

    in the State of                                      , on _____________________(date). 

 
 
______________________________________  ________________________________________ 
President’s Signature     Secretary’s Signature 
 
 
______________________________________  ________________________________________ 
Print President’s Name     Print Secretary’s Name 
 - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
 
State of  ________________________} 
              } ss. 
County of _______________________} 
 
This instrument was acknowledged before me on ____________________________ (date) by 

__________________________ and ____________________________ (names of persons) as President 

and Secretary, respectively, of the above-named PDP. 

 

(Seal, if any)     _____________________________________________ 
       (Signature of notarial officer) 
 
                              _____________________________________________ 
      Title (or Rank)________________________________ 
      My Commission Expires ________________________ 
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MINNESOTA DEPARTMENT OF COMMERCE 

RESOLUTION AUTHORIZING ACKNOWLEDGMENT FOR SERVICE OF PROCESS 
PREPAID LIMITED HEALTH SERVICE ORGANIZATION 

PROVIDING PRESCRIPTION DRUG PLANS 
 
 
 
 
 
At a meeting of the Board of Directors of _____________________________________________________ 

__________________________ (hereinafter known as “Company”), held on _________________ (date), at 

the office of ___________________________________________________________, a quorum of said 

Board was  present; and on motion, the following resolution was duly passed by said Board: 

 
 WHEREAS, This Company has been admitted, or has applied for admission, to transact business in 
the State of Minnesota in conformity with the laws thereof; 
 
 RESOLVED, That this Company does hereby authorize the President and Secretary, under the 
corporate seal of the Company to execute an Acknowledgment For Service of Process that states that all 
lawful process in any legal action or proceeding against said Company on a cause of action arising in 
Minnesota is valid if served in accordance with the provisions of Minnesota Statutes Section 45.028.  This 
Acknowledgment shall be binding upon any person or corporation which as successor acquires the 
Company’s assets or assumes its liabilities, by merger or consolidation or otherwise.  This Acknowledgment 
may be withdrawn only upon a written notice of termination and, in any event, shall not be terminated by the 
Company or its successor so long as any contracts or liabilities or duties arising out of contracts entered into 
by the Company while it was doing business in this State are in effect. 
 
 RESOLVED, FURTHER, That the President and Secretary of this Company are hereby authorized 
and instructed to execute and deliver in the name of, and on behalf of said Company an Acknowledgment for 
Service of Process in accordance with this resolution. 
 
 
 
      I HEREBY CERTIFY, That  the above is a correct copy  
       of the vote or resolution of the Directors of the 
       said Company authorizing the Acknowledgment  
        For Service of Process. 
 
SEAL                              
 
 
      ______________________________________Secretary 

 
 
 
 
   
 
 
 




